M
odern evidence-based perinatal care is dependent on the ability of registration systems to record birth outcome precisely and reliably. In the English-speaking countries, this began in the early 20th century with stillbirth registration in a few states in the US. England and Wales followed in 1927, Scotland in 1939, the Irish Republic in 1959 and Northern Ireland in 1961. In The Netherlands, Belgium and France, stillbirth registration began in the mid-19th century. However, in Norway and Denmark, registration had been part of the national system for nearly 200 years, and in Sweden it began as early as the 1750s. In the Scandinavian countries, registration of stillbirths was from the very beginning thought to be an instrument with which to monitor birth attendance and to obtain evidence on what could be considered best practice. In 1802, all clergymen in Denmark and Norway were ordered to include the number of stillborn in their yearly statistics and all midwives were also obliged to report every birth to the local clergyman ''where the infant came dead to the world or died within 24 hours after birth''. The report should include …in which month of the pregnancy the mother gave birth, the reason for the premature delivery, if it could be known; with regard to the confinement, if the fetus came easily, was natural or difficult, required turning or was delivered by instrument; if there was life to be seen or not after it was born; in the first case, how long the life lasted; if the midwife used any manipulations or remedies to bring it to life, or keep it alive, and what; or not, and why not; if the mother formerly had given birth to any stillborn infant. 1 Of course, many difficulties had to be met before such an ambitious programme was carried out to the letter, and the health authorities of the time did not have the resources to manage all the useful knowledge from this huge amount of information. However, fig 1 suggests that in the long run, registering the stillborn did make a difference when it was connected with investments in providing the whole population with educated, authorised and affordable midwives, as was done in the Scandinavian countries. This figure shows the late-fetal mortality (stillbirths per 1000 total births (stillbirths and live births)) for five countries and the Dutch province of Zeeland. The periods covered are the longest possible time series in each case. Despite shifting registration practices over the years and lack of uniform definitions between countries (especially in terms of fetal gestational age and vital signs at birth), this simple comparison of the long-run time series offers some unexpected clues.
For historical demographers and medical historians, the most intriguing aspects of fig 1 relate to the hill-shaped trend in the 19th century and to the obvious difference between England and Wales and the other four examples in the 20th century.
Concerning the hill shape, more detailed studies have to be conducted. We do not yet have a thorough understanding of either the causes of the trend or the divergent levels among the Scandinavian countries. The increase from the 1820s to the 1850s is to a certain degree associated with improvements in the quality of stillbirth registration. For example, it is known that in Denmark and Norway, it required both time and much instruction to make the clergy understand that infant deaths during the first 24 h should be reported as stillborn. And when the report criteria were changed (1839 in Norway and 1860 in Denmark), so that only infants ''lifeless'' at birth (ie, lacking any vital signs) should count as stillborn, it again took a while to get this new requirement known. 2 However, Sweden shows a hill shape too, although there had been no dispute about the criteria there. Even more surprising is the fact that the Dutch province of Zeeland (fig 1) mirrors the Scandinavian countries, but at a higher level. This case is known, because modern demographers have constructed a particularly good database from the civil registers, so we now have an enhanced body of aggregated knowledge that was not available in the past. The Zeeland case is particularly important because it is both well documented and geographically distinct from the Scandinavian examples, yet it has the same key turning points. 3 The simultaneity of rise and fall in the four areas suggests that the trend in late-fetal mortality measured by the stillbirth rate has not followed a linear decline. Furthermore, there must have been influences shared not only between the relatively homogeneous, highly regulated Scandinavian countries but also with the more liberal Zeeland province. It could be that socioeconomic factors were of particular importance, such as maternal nutrition, labour force participation and reproductive history, which has long been known to influence fetal growth and the possibility of premature birth.
shape can be connected to the rising percentage of poor labourers in the populations, to the famine following the potato blight of the 1840s, to changes in the disease environment in which the mother lived or to something else.
However, we do have some clues to the intriguing position of England and Wales (fig 2) . England and Wales experienced a substantially higher rate of late-fetal mortality than the Scandinavian countries and The Netherlands (40 v 25) during the 1930s, and estimates do not suggest that the 1930s were an exception. Fragments of information make it probable that for England, the rate declined from about 60 to 45 during the 19th century, which is close to where it also lay in the early 1930s, 5-7 a level that was not much different from the Zeeland case.
In The Netherlands, it had become evident from the 1850 national statistics that Zeeland had an extraordinary high percentage of stillbirths compared with the rest of The Netherlands. Consequently, several special committees were set up to investigate the causes. Besides an unfavourable economic position, they found a profound absence of trained midwives and doctors in the province. It was also suggested that some doctors showed ''a rash use of operative assistance'' during the confinements of poverty-stricken members of the population. 8 9 Measures to improve birth assistance in these areas were taken from the late 19th century. 10 In contrast, a campaign to provide every parish in Denmark and Norway with an educated, authorised, partly publicly financed midwife had begun as early as 1810 and had been successful by the 1840s. In Sweden, official concern to regulate the quality and quantity of midwives had an even longer history. On the basis of methodologically irreproachable statistical calculations of stillbirth and infant mortality, parishes with excess infant mortality were targeted by the royal health authorities and obliged to engage educated midwives. The peasants complained about the expense, but eventually submitted to official demands. Historical microstudies have shown that in Denmark and Sweden, maternal and infant mortality both decreased from the time the first educated midwife arrived in an area. [11] [12] [13] However in the United Kingdom, midwives were not regulated by the state until the 1902 Midwives Act, and even then contributors to the various Medical Research Council-sponsored child life investigations during the 1920s found that the poor quality of midwifery was one of the principal causes of high late-fetal mortality.
14 Improvements in the quality of obstetric care and the registration of fetal deaths have gone hand in hand in these six cases. The appreciation that such mortality was above average prompted authorities to act. The duty placed on the midwives in Denmark and Norway in 1802 to report in detail every stillborn and newborn death to the clergy might also have improved the performance of each midwife by obliging her to go through the sequence of birth stages pinpointing were the process went wrong. This production of information for an early evidence-based perinatal care system had, however, one more advantage unimagined 200 years ago. Evidence is available for us even today. Many of the answers to the detailed questions were dutifully written down by the clergyman, signed by him, the midwife and two women present at the birth, and kept in the archives. Modern research finds these materials invaluable, and their absence in countries such as the United Kingdom both highly important and rather disconcerting. 
